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Learning in Groups* DAVID M. BERGER, M.D.! Interdisciplinary patient care conferences have been used in mental health settings and in general hospital wards to improve communications (3, 6) and diminish rivalry (5) on interdisciplinary and intradisciplinary levels, and to integrate understanding of the medical, social and psychological aspects of the patient's life (4) . In 1969 a multidiscipline patient care committee, consisting of senior administrators, chiefs of service, and heads of the departments of nursing, psychology and social work, was established in this six hundred-bed metropolitan general hospital (15) . With the encouragement of this committee, but requiring an initial request from the head nurse on each ward, regular ward meetings involving a psychiatrist and a social worker were instituted 'to improve patient care'. This paper describes the author's experience as a consultant to a patient care conference on a surgical unit, and is supplemented by his later involvement in a second group and discussions with members of other such conferences. The purpose is to ' 
Developmental Stages of the Patient Care Conference
The stages identified in the following description provide an organizational vehicle for the trends observed, but this model is an abstraction. In practice there was considerable overlap.
Ambivalence
The original intent was to involve nurses, residents, physicians, social workers, and a psychiatrist. However, surgeons and residents, reluctant to participate, attended only when a patient under their care was presented, and this created a shift in structure. The regular membership of the conference consisted of a psychiatrist, a social worker, a head nurse, and from four to eight nurses. It was hoped that these meetings would occur spontaneously, each ward team recognizing its own needs. However, administration's 'approval' of patient care conferences made them somewhat mandatory. Early ambivalence was manifested in complaints about busy work schedules, difficulties in deciding on a suitable time or frequency (in this instance, twice monthly), and questions about the meaning of improved patient care. It was assumed that the nurses would take responsibility for the direction of the conference. In fact, this responsibility was shifted to the psychiatrist. This related to the discrepant social roles of nurses and physicians, and to the fact that the psychiatrist was perceived as the intruder. In effect, the psychiatrist was being asked to show what he could contribute -the group doubting whether his contribution would be worthwhile. Despite this resistance a format was arrived at in which nurses presented 'problem cases' (patients with an emotional disorder, or those whose behaviour disrupted the ward) and the discussion centered on management. The main task of the group in the early meetings was to lessen distrust and to foster a sense of alliance. This was enhanced by the author attempting to clarify the role of the psychiatrist by didactic seminars, and by taking an active non-critical interest in the work roles of others.
Passive-receptivity
Members of the group became more comfortable with each other and the psychiatrist's views were more readily accepted. A number of useful endeavours followed. Patients were invited to. the conference to describe the ward experience from their point of view and it was enlightening to hear how routine procedures could diminish a patient's self-esteem. One terminal patient volunteered to discuss his concerns about dying. However, despite the improved atmosphere the group maintained a passive-receptive posture, with the psychiatrist perceived as the leader.
Resistance
Soon boredom set in and a sense of repetitiousness began to pervade the conference. It became difficult to find cases to discuss. Work schedules became busier. In various groups, the resistance took different shape, and had a varying effect on the outcome of the conference. The major patterns included:
• remaining fixated in the passive-receptive phase. Here the consultant felt pressured to improve the sustenance. • a tendency to externalize the group's frustrations. Here the discussion centered on the 'incompetence' of physicians who did not attend regularly. • a request to discuss personal feelings. The hope was that' group therapy' would somehow enhance patient care.
A number of groups terminated at this point.
Although useful as brief excursions, the above patterns represented resistance to pursuing the group task. This stage appeared to be the most crucial hurdle in the life of the group, especially as it was associated with de-idealization of the consultant. Rather than viewing the stalemate in learning as a phase of the group process, several psychiatrists tried to counter the trend and bolster their self-esteem by increasing the sustenance (often in the form of didactic seminars). Only when the consultant was able to overcome his own 'countertransference' and confront the stalements directly, was the next phase accomplished.
Task Orientation: Generalization
After several sessions in which the author verbalized the group's feeling of frustration and the wish for something new to come out of the meetings, a decision was reached by the group as a whole (not at the instigation of the 'leader') to refrain from discussing patients for several sessions, and to look back at the conglomerate of past discussions to see what new ideas might emerge. What occurred during this review was that the event of hospitalization began to stand out in bold relief. Having been part of the background, it now emerged as an entity with features of its own. Stages or subevents were ascribed to it: admission, pre-surgery, surgery, post-surgery, discharge. Numerous questions were raised. Why were patients affected differently by similar events? What variables affected the course of the patient's hospitalization? And most important, could something of what had been learned from previous discussions be brought together and pursued to further understanding of the patient's reactions to hospitalization.
The Work Group
Out of these questions a simple group project arose. Each nurse volunteered to interview one patient at the time of admission in order to attempt to predict the degree to which hospitalization would be stressful and the particular aspect of hospitalization which might be most difficult for the patient. The group, leaderless and self-motivated, had become actively engaged in a project of its own making. Discussing these 'predictive' interviews, they developed an inventory of potential areas of conflict -fear of dying, fear of mutilation fear of loss of control, fear of passivity. Why one patient fears death and another mutilation led to a discussion of how past events shape present conflicts. Attempting to assess the extent of each patient's concern about hospitalization prompted a discussion on anxiety.
The projects varied in the various groups. In one, the first project focused on the pain experienced after gall bladder surgerynot pain diagnostic of a post-operative complication, but 'simple' post-operative pain. Another project considered the 'untroubled' patient. A change in attitude was evidenced when the group wondered why some patients did not seem to react to hospitalization.
Consolidation
Each project was followed by a period of consolidation, the discussion centering on whether anything useful had come out of the work and what issues deserved further study. For example, in discussing how predictions had succeeded or failed, the group felt that the concept of hospitalization as trauma had been etched in graphically, and that this permitted a more accurate assessment of the patient's conflicts and hence more efficacious intervention. Debating the usefulness of this project led to a study of the effect of family and friends on the patient's course in hospital.
Discussion
The above findings are strikingly congruent with those in the literature. Tuckman (13) in his review of fifty articles dealing with stages of group development presents a model consisting of four developmental stages suggested by the data. Stage 1 entails 'testing' to clarify interpersonal roles and task behaviour, and is marked by dependency on a leader. Stage 2 is characterized by conflict and resistance to group influence and task requirements. In Stage 3 cohesiveness develops, and in Stage 4 group energy is channelled into the task. Although Tuckman's first stage encompasses some features described in the initial stage of the patient care meetings (questioning the purpose of the meeting; concerns about the nature of the task), it shows a closer fit with the second stage described in this paper. Three studies do identify an initial stage of ambivalence (8, 10, 12) (Tuckman's prestage 1). These are studies of antisocial people who are resistant to group participation. It may be that the patient care meetings 'suggested' by administration and initiated by one individual (the head nurse, acting on behalf of the ward personnel) began under similar conditions.
The second stage of the patient care meetings, the passive-receptive phase, closely resembles the stage most authors describe as the first phase in group development (Tuckman' s (13) stage of testing and dependence, Bien's (2) basic assumption of dependency, Bach's (1) stage of leader dependency). That the leadership role in patient care conferences invariably fell on the psychiatrist suggests the influence of an already established hospital hierarchy in which physicians are preeminent. This is similar to the experience of Modlin and Faris (7) who identify an initial stage of structuralization , in which members gravitate towards roles developed outside the group. The next stage, described in the literature as a fight-flight period in which members 'withdraw' (2) and a period of emotionality and conflict (13) , was characterized in the patient care meetings by resistance and boredom. The outstanding difference here is the lack of openness of the resistance in the patient care meetings. In the latter the rebellious behaviour was much more 'passive' than the behaviour described in the literature. Again this can be attributed to the already established hospital hierarchy and to the fact that the group members had worked together in the past and would have to do so in the future. This would necessarily narrow the boundaries of 'acceptable' conflict and dampen the expression of hostility. This stage proved to be the most difficult hurdle in the life of the patient care meetings. The passive rebellion, coupled with de-idealization of the leader made it difficult for him to avoid 'counteracting'. The directions taken by several groups have been mentioned. Where the leader attempted to increase the sustenance, the group remained 'stuck' at a passivereceptive phase. Studies which suggest that groups become rigidified, with members assuming persistent roles in the hierarchy may be describing a relative fixation at the stage of dependency (11 ,14) .
The next two stages of the patient care meetings, task orientation and work group, show a close fit with the findings in the literature. Tuckman (13) identifies a stage in which resistance is overcome, cohesiveness develops and the group as a team attempts to tackle problems. This is an accurate description of the orientation phase of the patient care group. The work phase which follows is identical to Tuckman's (13) and Bion's (2) work group, and to Modlin and Faris' stage in which a unified group applies itselfto the task (7) .
The sixth stage of the patient care group, consolidation is not mentioned in the literature. Perhaps it is regarded as the tail end of the work group. A second explanation is that the author took an active part in promoting it, and hence may have created an artificial stage. The ongoing nature of the patient care conference necessitated a natural 'rest period'; an opportunity to reassess the task at hand, a vehicle for some of the resistances to be dealt with, and a period for new projects to emerge.
Several patient care conferences are in their fifth year. The experience has been that, with the exception of the initial stage of ambivalence (which does not recur), the identified stages continue to cycle more or less in the order listed. This is in agreement with the findings of some studies (2, 9) . Others describe groups as becoming rigidified (11, 14) .
As with many group studies, the control and systematic manipulation of independent variables was not possible here. To what extent the pattern described pertains to the specific nature of the group cannot be answered. However, one variable should be mentioned. In the studies reviewed the groups met at least once weekly. The frequency of the meetings of the patient care conferences was twice monthly. This variable evidently did not affect the developmental sequence of the patient care conference as it does not differ significantly from sequences described in other studies. However it seems that the frequency of meetings contributed to the unwieldy length of the passive-receptive stage and the stage of resistance (3-6 months each) and, along with the involuntary aspect of the group's forming and the fact that certain designated members (physicians) did not attend, caused these two stages to be difficult to weather. For example, a period of resistance coinciding with a vacation break presented a major hazard to the continuation of the group.
The meetings described attempted to promote a holistic and humanistic approach to patient care. An inherent danger in promoting this approach is to regard this area as a 'soft' body of knowledge. Focusing on specific issues is sometimes regarded as negating the holistic approach. This study suggests that the process involves a relatively well-defined course. Not only does learning in groups proceed along the sequential pattern described, it also occurs in small increments, with the group focusing first on one and then on another discrete aspect of the task.
Summary
The process of learning in groups, as exemplified by the author's experience in a multidiscipline conference on a surgical ward of a general hospital has been examined. A sequence of six developmental stages has been identified: initial ambivalence; passive-receptivity; resistance; task orientation; the work group; and consolidation. These findings have been compared with those of other studies dealing with sequential stages in group development. The psychiatric consultant's role in expediting these phases and some of the difficulties encountered have been mentioned.
